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I.RESUMO 
 
Vínculos familiares desorganizados se relacionam grandemente a 
crianças trabalhando nas ruas. As mães destas crianças vivem num contexto 
de violência, miséria e falta de assistência social. Assim estas mães constituem 
um grupo particularmente vulnerável. Numa recente revisão bibliográfica 
acerca de intervenções em jovens em situação de rua constatou-se que a 
qualidade de vida, como desfecho, tem recebido pouca atenção. 
Esta dissertação apresenta uma avaliação da percepção da qualidade 
de vida de um grupo de mães de crianças em situação de rua e a correlação 
desta com fatorescomo antecedentesmaternosde abuso e violência na infância 
e vitimização atual, sintomas emocionais nas mães e em seus filhos e 
funcionamento familiar.Além disto, observamos as mudanças nesta percepção 
após dois anos de participação num programa assistencial. 
Foram utilizados os seguintes instrumentos de pesquisa: Instrumento 
para a Avaliação da Qualidade de Vida da Organização Mundial da Saúde – 
versão abreviada (WHOQOL-BREF), Questionário de Capacidades e 
Dificuldades (SDQ), WorldSAFECore Questionnaire, Escala de avaliação global 
de funcionamento nas relações familiares (GARF), e a versão em português do 
Childhood Trauma Questionnaire(QUESI).Aplicamos um modelo de regressão 
múltipla, e as variáveis foram comparadas usando o teste do qui-quadrado e o 
teste não paramétrico de Mann-Whitney.Na análise do impacto da intervenção 
no grupo de mães com rastreamento positive e negative para doença mental, 
foi utilizada ANOVA. 
6	  
	  
A amostra foi constituída por um grupo de 79 mães que cuidam sozinhas 
de seus filhos. A maioria destas mulheres e seus filhos tiveram rastreamento 
positivo para doença mental. A percepção da qualidade de vida destas 
mulheres se correlacionou significantemente com a presença de psicopatologia 
nelas e em seus filhos e com o funcionamento familiar. A qualidade de vida 
apresentou uma melhora significativa ao final da intervenção, exceto no 
aspecto de relações sociais. 
A qualidade de vida destas mães se mostrou inferior ao de mães de 
crianças com condições graves de saúde e foi, além disto, possivelmente 
impactada pela presença de psicopatologia, nelas e em seus filhos. Desta 
forma, qualquer programa voltado para a melhora na qualidade de vida de 
mães nesta condição deve considerar a abordagem de problemas mentais 
nelas e em seus filhos. 
  
7	  
	  
II.ABSTRACT 
 
Broken family connections can be linked to children working on the 
streets. Such children’s mothers face a context of violence, poverty and need of 
assistance. Thus, these mothers are a particularly vulnerable group. A recent 
review on interventions with young people on the streets found that the quality 
of life as an outcome measure has received little attention.  
The objective of the present study was to evaluate the perceived quality 
of life of the mothers of a group of street children and correlate it with these 
mothers’ history of childhood violence, the occurrence of current domestic 
violence, their and their children’s current mental states, and family functioning. 
In addition, changes in the mothers’ quality of life after a two-year assistance 
program was observed.  
The applied instruments were as follows: Strengths and Difficulties 
Questionnaire, WorldSAFECore Questionnaire, Instrument for the Assessment 
of Quality of Life of the World Health Organization (brief version), Global 
Assessment of Relational Functioning Scale, Childhood Trauma Questionnaire. 
The multiple regression model was applied, and variables were compared using 
the chi-square test and the Mann-Whitney nonparametric test. In the data 
analysis of the impact of the intervention on the group of mothers with positive 
and negative screening for emotional symptoms, we used the nonparametric 
ordinal repeated measures (ANOVA). 
The sample consisted of 79 low-income mothers who raised their 
children alone. Most of the mothers and their children had a positive screening 
for mental illness. The perception of quality of life of these women was 
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significantly correlated with the presence of psychopathology either in 
themselves or their children and family dysfunction. Their quality of life showed 
a significant improvement at the end of the intervention, except in the social 
relation domain.  
The quality of life of these mothers is worse than that found in mothers 
with children suffering from serious medical problems and might be impaired 
due to the presence of psychopathology. Thus, any program aimed at improving 
the quality of life of such mothers should consider addressing mental disorders 
in them and their children. 
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III.INTRODUÇÃO 
 
A qualidade de vida é definida pela Organização Mundial da Saúde 
(OMS) como: "... a percepção pelo indivíduo de sua posição na vida no 
contexto da cultura e sistema de valores nos quais ele vive e em relação aos 
seus objetivos, expectativas, padrões e preocupações". O construto proposto 
pela WHO na criação da escala de avaliação da qualidade de vida é a de um 
conceito subjetivo, multidimensional e inclui elementos de avaliação tanto 
positivos como negativos, assim como a subjetividade do construto inserida no 
contexto cultural, social e do meio ambiente. (1) 
A avaliação da qualidade de vida inclui as dimensões física, psicológica 
e social. Quando um indivíduo avalia a qualidade de sua vida este a compara 
com as condições desta ao longo do tempo ou dependendo do ambiente em 
que se encontra. Assim supõe-se que as pessoas avaliem a qualidade de vida 
comparando a vida que tinham no passado com a que pretendem ter no futuro. 
(2) 
 Qualidade de vida em mães é um assunto pouco estudado. Segundo 
recente revisão da literatura, empreendida entre 1997 e 2006, apenas 17 
artigos acerca do tema eram focados nas mães e apresentavam alguma 
avaliação da saúde física e emocional das mesmas. Não localizou nenhuma 
publicação que considerasse a qualidade de vida em mães na população em 
geral. O pouco conhecimento não torna a questão menos relevante, uma vez 
que a percepção da sua saúde social, física e emocional influencia a 
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própriahabilidade de desenvolver recursos internos, necessários para cuidar de 
si mesma, de seus filhos e de suas famílias. (3) 
 Apesar das diferenças culturais, o papel das mães como principais 
cuidadoras das crianças é universal e assimmaternagem continua a ser de 
fundamental importância no desenvolvimento humano da sociedade (3). Mães 
vivendo numcontexto de miséria, violência e falta de suporte social constituem 
um grupo particularmente vulnerável, foco importante de atenção em países 
onde a desigualdade social ainda é uma realidade a ser combatida. 
No Brasil, a presença de crianças trabalhando nas ruas, em faróis, nos 
choca e têmtem levado as autoridades públicas e algumas organizações não 
governamentais sem fins lucrativos a desenvolverem programas para sua 
erradicação. Sabe-se que a maior parte destas crianças mantém vínculos 
familiares (4,5) o que faz destas famílias foco importante de intervenção. No 
entanto, numa revisão sistemática acerca da efetividade de intervenções em 
jovens em situação de rua, foi identificada uma série publicações que 
descrevem projetos voltados para crianças e adolescentes vítimas de violência. 
Poucas, no entanto, tratam da efetividade de tais intervenções e se constatou 
que a qualidade de vida como desfecho tem recebido pouca atenção (6). 
O presente trabalho surgiu da parceria entre o PROVE/Unifesp e o 
Instituto Rukha, organização não governamental que presta assistência a 
famílias vivendo em situação de miséria. Nosso grupo de estudo foi constituído 
por mães de crianças trabalhadoras de rua, recrutadas a partir de um programa 
de combate ao trabalho infantil, implementado pela prefeitura de São Paulo. 
Assistentes sociais deste órgão fizeram a abordagem de um grupo de crianças 
vendedoras ambulantes em faróis e as referenciaram para a ONG para 
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ingressar num programa assistencial de dois anos de duração, chamado 
“Projeto Virada”. As respectivas famílias foram então localizadas, identificadas 
e convidadas a participar do projeto. Este consiste numa abordagem familiar de 
recuperação de vínculos e promoção de autonomia. Baseia-se no fornecimento 
de diversos recursos construtivos para as crianças e seus familiares visando 
retirar as crianças da rua e inseri-las na escola com regularidade, fornecer 
atendimentos em oficinas culturais, atendimentos psicológicos e psiquiátricos, 
se necessário, e ainda auxiliar os pais em gerarem auto-suficiênciaeconômica. 
As famílias recebem ainda auxílio financeiro, através de bolsa mensal, em 
substituição à renda gerada pelo trabalho destas crianças na rua. O trabalho da 
Rukha se faz a partir da abordagem inicial, quando o jovem e a família são 
avaliados. O conhecimento inicial é aprofundado através de visitas domiciliares 
e o reconhecimento dos recursos da comunidade. Só então, uma proposta é 
apresentada e, após aceita, firma-seum compromisso. A família passa a contar 
com o suporte dos educadores no estabelecimento e desenvolvimento dos 
seus projetos de vida.  
O presente estudo é parte de um projeto amplo de coleta de dados desta 
população, que teve como objetivo, entre outros, a análise genética e do 
cortisol sérico das crianças. Assim,foram incluídas no estudo todas as mães de 
crianças entre 7 e 14 anos do grupo de 100 famílias que participaram do 
programa entre os anos de 2008 e 2010, totalizando 79 mães. Os critérios de 
exclusão foramcrianças com retardo mental ou doenças neurológicas sem 
tratamento ou sem controle eficaz e portadores de doenças que requeiram uso 
continuado de corticosteróides. 
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Foram utilizados os seguintes instrumentos: Questionário de 
Capacidades e Dificuldades – SDQ (7);WorldSAFE Core Questionnaire / 
seções D e F, que inclui o Self ReportQuestionnaire-SRQ (8,9), Questionário 
sobre qualidade de vida da Organização Mundial da Saúde – WHOQOL-BREF 
(1), Escala de avaliação global de funcionamento nas relações familiares – 
GARF (10), Childhood Trauma Questionnaire – CTQ (11) e suas versões 
adaptadas no Brasil para serem aplicadas em maiores de 12 anos e crianças 
entre 7 e 11 anos, QUESI e CMI, respectivamente (12). 
As escalas foram aplicadas por entrevistadores treinados no momento 
de entrada no programa e ao final da intervenção, dois anos após.  
O estudo for autorizado pelo Comitê de Ética da Universidade Federal 
de São Paulo e os participantes assinaram termo de consentimento informado. 
Na análise descritiva da qualidade de vida foram considerados os 
escores médios dos quatro domínios (físico, psicológico, relações sociais e 
meio ambiente) e o escore médio geral (WHOQOL).  
O modelo de regressão múltipla considerou variáveis independentes 
categoriais: agressões infligidas pelo companheiro (seção D – WorldSAFE), 
história de abuso e negligência (QUESI); e contínuas: funcionamento familiar 
(GARF), presença de sintomas emocionais na mãe (SRQ), problemas de 
saúde mental nos filhos (SDQ),além dos dados sócio-demográficos: idade, 
renda, número de filhos, estados ocupacional e civil. 
As variáveis categoriais foram comparadas com o teste do q-quadrado, 
enquanto nas numéricas foi utilizado o teste não-paramétrico Mann-Whitney. 
Foi considerado um intervalo de confiança de 95%.  
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Na análise dos dados referentes ao impacto da intervenção no grupo de 
mães com rastreamento positivo e negativo para sintomas emocionais nos 
quatro domínios, foi utilizado um teste não paramétrico para medidas repetidas 
ordinais, ANOVA, que considera três valores para p-valor (efeito entre-grupos, 
intra-grupos e efeito de interação entre eles). 
O	  escore	  geral	  da	  percepção	  da	  qualidade	  de	  vida	  foi	  menor	  do	  que	  
aqueles	   verificados	   em	   estudos	   realizados	   com	   populações	   gerais	  
brasileiras	   (13),	   em	   mães	   de	   crianças	   com	   transtornos	   invasivos	   do	  
desenvolvimento	  ou	  com	  doenças	  graves	  como	  a	  talassemia	  (14,	  15).	  
Como	   era	   esperado	   a	   percepção	   da	   qualidade	   de	   vida	   destas	  
mulheres	   estava	   significativamente	   correlacionada	   com	   a	   presença	   de	  
psicopatologia	  nas	  mesmas	   (16,	   17,	   18),	   assim	   como	  com	  a	  presença	  de	  
psicopatologia	  dos	  filhos	  e	  disfunção	  familiar.	  	  
Nosso	   estudo	   tem	   limitações.	   Nossa	   amostra	   é	   de	   conveniência,	  
famílias	   que	   entraram	   num	   programa	   assistencial	   realizado	   por	   uma	  
organização	   não	   governamental.	   Do	   universo	   de	   famílias	   que	   foram	  
convidadas	   a	   participar	   do	   “Projeto	   Virada“	   somente	   avaliamos	   aquelas	  
que	  aceitaram,	  o	  que	   gera	  um	  viés	  de	   seleção.	   Entretanto,	   as	   condições	  
geográficas	   e	   urbanas	   da	   região	   onde	   estas	   famílias	   habitam	   dificultam	  
sobremaneira	  a	  sua	  avaliação,	  e	  somente	  devido	  ao	  trabalho	  do	  Instituto	  
Rukha	  na	  comunidade	  pudemos	  realizar	  esta	  pesquisa.	  	  
Na	  seção	  final	  estão	  anexados	  os	  questionários	  utilizados	  na	  coleta	  
de	  dados,	  bem	  como	  o	  parecer	  do	  Comitê	  de	  Ética	  Institucional	  e	  o	  termo	  
de	  consentimento	  para	  participação	  na	  pesquisa.	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IV.OBJETIVOS 
 
I. OBJETIVO PRIMÁRIO: avaliar os níveis de satisfação geral e nos 
principais aspectos da qualidade de vida de um grupo de mães de crianças em 
situação de rua.  
II. OBJETIVOS SECUNDÁRIOS: correlacionar a percepção da qualidade 
de vida destas mães com variáveis referentes à saúde mental da própria mãe, 
presença de sintomas emocionais, exposição à violência doméstica e 
antecedente de abuso e negligência; dos filhos, presença de alterações de 
comportamento, conduta ou sintomas emocionais; e da família, funcionamento 
(GARF) e composição familiar (número de filhos); eobservar a mudança na 
percepção da qualidade de vida das mães após dois anos de participação num 
programa assistencial. 
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Resumo 
Vínculos familiares desorganizados relacionam-se grandemente a 
crianças trabalhando nas ruas. As mães destas crianças vivem num contexto 
de violência, miséria e falta de assistência. Constituem, assim, um grupo 
particularmente vulnerável. Apresentamos uma avaliação da percepção da 
qualidade de vida de um grupo de mães de crianças em situação de rua e a 
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correlacionamos com os antecedentes maternos de abuso e violência na 
infância e vitimização atual, sintomas emocionais delas e de seus filhos e com 
o funcionamento familiar. Observamos ainda as mudanças nesta percepção 
após dois anos de participação num programa assistencial. 
A amostra foi constituída por 79 mães, a maioria delas com 
rastreamento positivo para doença mental. A percepção da qualidade de vida 
se correlacionou com a presença de psicopatologia nelas e em seus filhos e 
com o funcionamento familiar; e apresentou uma melhora ao final da 
intervenção. Desta forma, qualquer programa voltado para a melhora na 
qualidade de vida de mães nesta condição deve considerar a abordagem de 
problemas mentais nelas e em seus filhos. 
 
Qualidade de vida, mães, criança em situação de rua, trabalho infantil, violência 
doméstica. 
 
Resumen 
Vínculos familiares desorganizados refieren em gran medida a los niños 
que trabajan em lãs calles. Las madres de estos niños viven em un contexto de 
violencia, pobreza y falta de asistencia. Por lo tanto constituyen un grupo 
particularmente vulnerable. Se presenta aquí una evaluación de lacalidad de 
vida percibida de un grupo de madres de niños em lãs calles, y se correlaciono 
con antecedentes maternos de abuso e violência em La infancia y La 
victimización actual, los sintomas emocionales de ellos y de sus hijos y El 
funcionamiento familiar. También observamos los câmbios en esta percepción, 
después de dos años de participación em un programa de asistencia. 
La muestra incluyó a 79 madres, La mayoria de ellos com detección 
positiva para La enfermedad mental. La percepción de calidad de vida se 
correlaciono com la presencia de psicopatologia em ellos y sus hijos y El 
funcionamiento familiar, y mostró una mejoria al final de la intervención. Por lo 
tanto, cualquier programa destinado a mejorar la calidad de vida de las madres 
en esta condición debe considerar el enfoque de los problemas mentales em 
ellos y sus hijos. 
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Calidad de vida; madres; niños em lãs calles; trabajo infantil; violência 
domestica. 
 
Abstract 
Broken family connections can be linked to children working on the 
streets. Such children’s mothers face a context of violence, poverty and need of 
assistance. Thus, these mothers are a particularly vulnerable group. The 
present study evaluated the perceived quality of life of the mothers of a group of 
street children and correlates it with their history of childhood violence, the 
occurrence of current domestic violence, their and their children’s current 
mental states, and family functioning. In addition, changes in the mothers’ 
quality of life after a two-year assistance program was observed. The sample 
consisted of 79 low-income mothers; most of these had a positive screening for 
mental illness. The perception of quality of life of these women was correlated 
with the presence of psychopathology either in themselves or their children and 
family dysfunction. Their quality of life showed an improvement at the end of the 
intervention. Thus, any program aimed at improving the quality of life of such 
mothers should consider addressing mental disorders in them and their 
children. 
 
Quality of life, mothers, street children, child labor, domestic violence. 
 
Introduction 
The presence of children working on the streets (e.g., juggling and selling 
sweetmeat at traffic lights or collecting cans for recycling) is shocking and has 
led public authorities and some non-governmental non-profit organizations to 
develop programs for its eradication. 
The issue of street children is a worldwide phenomenon whose incidence 
depends largely, but not exclusively, on the socioeconomic status of a society 1. 
Apart from economic poverty, lack of affection precedes the exit of the child 
from the home toward the streets 2,3. 
Studies on children and teenagers who work on the streets show that 
most of them maintain family bonds 3,4. They belong to low-income families that 
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are headed mostly by women and marked by a history of violence, drug use 
and unemployment 4. As a strategy to cope with a hard state of misery, the 
whole family participates in providing support and care for its members 3. The 
factors that are most strongly associated with the labor of younger children are 
poor education and high unemployment rate 3,4. One-third of the sample of 
adolescents who had left their homes stated that they did so because they 
could no longer bear the absence of their fathers, their mothers demanded that 
they took over the father's place as the family provider, and this was unbearable 
for them 2. The need to help support the family and the exposure to domestic 
violence, either as a witness or as the victim of the abuse or neglect, were the 
main factors that led these children and adolescents to leave home 2,3,5. 
Studies show that the frequency of occurrence of severe punishment 
(hitting with fist, threatening with a knife and firearms) inflicted by mothers or 
their partners is significantly greater among the poorest income brackets of the 
population and that children exposed to these punishments have more 
behavioral problems than those less exposed 6. A Brazilian study with children 
and teenagers from three different socioeconomic strata showed that poverty, 
mothers with mental health problems and domestic violence are strongly 
associated with a higher percentage of positive screening for mental illness in 
children 7. In addition, mothers who experienced abuse during childhood are 
more likely to physically abuse their children 6,8. Both the history of childhood 
abuse and current victimization have a negative impact on mothering, making 
these mothers less tolerant and more inclined to use ruder educational methods 
or less aware and less connected to their children 8. 
On the other hand, mothers without history of childhood abusehave a 
better sense of wellbeing that is directly related to the neuropsychomotor 
development of preschool-aged children 9. A structured and organized family 
environment that does not have a large number of individuals under the same 
roof contributes to the development of resilient children 10. 
The quality of life of mothers is something that hasn’t been very explored 
yet. According to a review done in 2009, only 17 articles were focused on this 
topic of mothers and presented some physical and emotional evaluation, there 
were no publications in relation to the quality of life of mothers in the general 
population. After this period nothing else was added. The limited knowledge 
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does not make this issue less relevant, once the quality of their lives start to 
influence their abilities to develop internal resources to take care of their own 
selves and their families. Despite the cultural differences the mothers roles as 
the main caregivers of children is universal as motherhood continues to be 
extremely important in human development in society. 11 
Mothers who live in a life of misery, violence and lack of social support 
are part of a vulnerable group, an important focus for attention in countries in 
which there are huge social differences should still be defeated. 
The objective of the current study was to evaluate the perceived quality 
of life of the mothers of a group of street children and correlate it with these 
mothers’ history of childhood violence, the occurrence of current domestic 
violence, their current and their children’s mental states, and family functioning. 
Furthermore, we attempted to observe changes in the mothers’ quality of life 
after a two-year assistance program. 
 
Methods 
 
Sample 
The current sample included mothers of children between 7 and 14 years 
old who worked on the streets. They were recruited from a program that was 
implemented by the City Hall of São Paulo to combat child labor. Social welfare 
workers approached a group of children who were selling items such as candy 
at traffic lights and sent them to an NGO called Rukha Institute for a two-year 
assistance program called “Projeto Virada”. Their families were then located, 
identified and invited to participate in the program. The program has a family 
approach that aims to recover family bonds and promote autonomy. It is based 
on providing the children and their families with resources to re-build their lives. 
The main objective is to help children leave the streets and begin attending 
school regularly. Tools such as support at cultural workshops, psychological 
and psychiatric care (if necessary), and assistance are offered to help parents 
become economically self-sufficient. The families also receive welfare from the 
NGO to replace the income generated by the children’s work on the streets. The 
family’s situation is evaluated throughout the first home visits that include 
providing them with information/help accessing community resources. Then, a 
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proposal is submitted to the family and, if accepted, an agreement is reached. 
After this, the family was provided with support to establish and develop their 
life projects. 
This present study included all 79 of the mothers who presented 
themselves as a principal caregiver of the child in the group of 83 families who 
participated in the program between the years 2008 and 2010. 
Assessment tools 
We used the following instruments: 
1.Sociodemographic Inventory. An instrument to assess the 
sociodemographic characteristics of the sample was created with the following 
information: a) identification of the child or adolescent and his/her guardian 
(name, age, date of birth, sex, nationality, race, marital status, religion, income, 
education and occupation), b) determination of the relational environment of the 
child or adolescent (number of people living in the same house and relational 
role with respect to the child or adolescent, c) health status of the child or 
adolescent and medical history (hospital and medical treatment, including 
psychological or educational treatment, current and in the past six months, and 
the occurrence of a physical or mental disability). 
2.Strengths and Difficulties Questionnaire- SDQ. The SDQ is a screening 
instrument for child mental health problems. It consists of five scales that 
address emotional symptoms, conduct problems, hyperactivity, poor peer 
relationships and prosocial behavior. It also provides a measure of the impact of 
the symptoms in the child's functioning. The three existing versions (for parents, 
teachers and young people from age 11) are self-administered and differ only in 
a few terms. They are currently being validated for the Brazilian population. 12 
3.WorldSAFECore Questionnaire /sections D and F is a questionnaire 
that contains questions related to various forms of violence that mothers, 
children and adolescents may experience at home13. Section D investigates 
possible physical aggression or death threats suffered by the mothers and 
inflicted by their partners in the past twelve months. Section F evaluates the 
physical and mental health of the mother through the SRQ - Self Report 
Questionnaire. The SRQ is used to identify psychiatric disorders at the primary 
care level. It consists of 20 questions that detect minor psychiatric disorders. A 
person with eight or more positive answers is considered a possible case. This 
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cutoff point was obtained by determining the sensitivity, specificity and positive 
and negative predictive values in a validation study conducted in Brazil14.  
4.Instrument for the Assessment of Quality of Life of the World Health 
Organization- WHOQOL-BREF. We used the abbreviated version of the World 
Health Organization's quality of life assessment validated in Portuguese. The 
questionnaire is self-administered and consists of 26 questions of these 
questions, two are general questions and 24 address four aspects of quality of 
life (in the physical, psychological, social and environmental domains) 
experienced by the mother in the past two weeks. Scores range from 0 to 100, 
with higher values corresponding to a better quality of life. 15 
5.Global Assessment of Relational Functioning Scale - GARF. This 
instrument consists of a semi-structured family interview validated into 
Portuguese. This interview addresses the following aspects of family 
functioning: a) problem solving, i.e., negotiating and communication skills, and 
objectivity in problem solving, b) organization of relational roles, ability to 
differentiate and maintain roles, establish and maintain limits of authority, power 
and responsibility, c) emotional climate, tone and range of feelings, reciprocity 
in relations and levels of attachment/commitment levels, quality of caring, 
empathy, affective responsiveness and expression of affection. It should be 
applied by a trained interviewer. The GARF ranges from 0 to 100 points, divided 
as follows: 1 to 20 – relational unit has become too dysfunctional to retain 
continuity of contact and bonding; 21 to 40 – relational unit is obviously and 
seriously dysfunctional, forms and time periods of satisfactory relating are rare; 
41 to 60 – relational unit has occasional times of satisfying and competent 
functioning together, but clearly dysfunctional, unsatisfying relationships tend to 
predominate;61 to 80 –functioning of relational unit is somewhat unsatisfactory 
over a period of time, many but not all difficulties are resolved without 
complaints;81 to 100 - relational unit is functioning satisfactorily. 16 
6.Questionnaires on exposure to traumatic events - CTQ/QUESI. The 
CTQ (Childhood Trauma Questionnaire) addresses childhood exposure to 
traumatic events related to abuse, both physical and sexual, and negligence. 
This questionnaire was originally developed for children ages 12 and over17. 
The “QuestionárioSobre Traumas naInfância (QUESI)” is the adapted version 
for Brazil for children over 12 years, which was validated into Portuguese18. An 
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adapted version of the questionnaire for children between 7 and 11 years old 
was also applied.  
The scales were applied by trained interviewers at the time of the child’s 
entry into the program, 2008, and at the end of the intervention, i.e., after two 
years. 
The study was authorized by the Ethics Committee of the Federal 
University of São Paulo, and all participants signed an informed consent. 
 
Statistical analysis 
In the descriptive analysis of quality of life, average scores of four 
domains (physical, psychological, social and environment) as well as the overall 
average score (WHOQOL) were considered. 
The multiple regression model considered several independent 
categorical variables, as follows: aggression inflicted by partner (section D - 
WorldSAFE), history of abuse and negligence (QUESI), family functioning 
(GARF), presence of emotional symptoms in the mother (SRQ), and children’s 
mental health problems (SDQ). The sociodemographic data (age, income, 
number of children, occupational and marital status) were also considered. 
The categorical variables were compared using the chi-square test and 
the numerical variables using the Mann-Whitney nonparametric test. We 
calculated a 95% confidence interval. 
In the data analysis of the impact of the intervention on the group of 
mothers with positive and negative screening for emotional symptoms in the 
four domains, we used the nonparametric ordinal repeated measures ANOVA, 
which considers three values for p-value (effect between groups, intra-groups 
and the effect of the interaction between them). 
 
Results 
The sample consisted of 79 low-income adult women who were mostly 
single and heads of their families, black and brown, living in appalling housing 
conditions, sharing a room with six people, on average, and with four children, 
on average (Table1). 
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With respect to socioeconomic distribution (classification of the Brazilian 
Association of Research Companies –ABEP, which assesses various items 
such as education, housing, income and ownership of assets), 31% belonged to 
the C bracket of society or low middle class, 59% to the poverty bracket D, and 
9% to bracket E, the lowest income bracket of society. 
Of the mothers, 93.9% were household heads. Their number of children 
ranged from 1 to 10, with an average of 4. On average, six people lived in each 
household, with some houses lodging up to 14 residents. 
The mothers’ history of early childhood abuse, exposure to domestic 
violence such as severe beatings inflicted by their companions, and the 
presence of emotional symptoms are alarming, aspointed out in Table 2. 
The GARF average overall score was 49.41 (SD 21.21), which 
represents a dysfunctional family with predominance of unsatisfactory 
relationships. Of the children, 73.4% had a positive screening for mental illness, 
and the SDQ average total score was 19.18 (DP 6.27). Additional information 
on this result can be found in a previously published article 19. 
When asked to evaluate their quality of life, 12% responded "good," 
61.3% "neither good nor bad," 21.3% "bad" and only 5.3% "very bad". No 
mother evaluated it as very good. Similar percentages were observed with 
respect to satisfaction with health care: 16.0% "very satisfied," 26.7% 
"satisfied," 37.3% "neither satisfied nor dissatisfied", 16% "dissatisfied" and 
4.0% "very dissatisfied." Table 3 presents the mean scores for each domains 
and total score of the quality of life. 
The multiple regression model showed that the level of quality of life was 
correlated with variables related to the mothers’ mental health, such as the 
presence of emotional symptoms, and their children’s mental health, such as 
the presence of changes in behavior, conduct or emotional symptoms, and the 
family state, such as the level of functioning and the family composition (number 
of children). 
The presence of emotional symptoms in the mothers was negatively 
associated with the psychological (p<0.01), physical (p<0.01) and environment 
(p<0.01) domains. There was no association with the social aspect of quality of 
life. Having at least one child with a positive screening for emotional problems 
(anxiety/depression), conduct or relational problems, hyperactivity and attention 
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deficit disorder was inversely associated with the mothers’ physical and 
psychological quality of life. 
Regarding the number of children, there was a positive association with 
the aspect of social relations (p<0.01). Thus, as the number of children 
increased, mothers’ satisfaction with personal relationships (friends, relatives, 
acquaintances, colleagues), the support received from friends and sexual life 
increased .The percentage of mothers who stated that they were satisfied or 
very satisfied in the answers to these questions was 50.7%, 42.4% and 30.6%, 
respectively. 
Family functioning was directly associated with the social aspect of 
quality of life (p < 0.01). 
The violence inflicted by the partners and experience of abuse and 
negligence were not associated with the mothers’ quality of life. 
Analysis was also conducted by dividing the mothers into groups 
according to screening positive and negative for emotional symptoms. When 
entering the program, there were differences in all aspects of quality of life 
except the social aspect, with the lowest rates found for those with positive 
screening tests (Table 4). 
After attending the assistance program for two years, their perception of 
quality of life improved in the physical (p <0.05), psychological (p < 0.00) and 
environmental (p < 0.00) aspects. With respect to personal relations, there was 
an increase in the average scores but no significant difference. 
When analyzing the effect of the intervention in the two groups, it was 
observed that the increase in scores differed between the groups only in the 
psychological aspect. In this respect, the mothers with emotional symptoms 
improved their quality of life more significantly. In the physical and 
environmental domains it behaved almost the same between the groups 
increasing its average similarly after the intervention. The social domain showed 
significance only in the effect between the groups. 
 
Discussion 
Our search to better understand the mothers who allow and even 
encourage their children to work on the streets led us to a sample of women 
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living in a state of extreme poverty: 68% in the poverty bracket D and bracket E, 
the lowest income bracket of society. The general population distribution in the 
metropolitan region of São Paulo was as follows: 48.7%, 13.8% and 0.6% for 
income brackets C, D and E, respectively (www.abep.org). The women in the 
current sample raised their children (4, on average) alone, and most of them 
were the head of their families. They had low education levels, and an alarming 
prevalence of physical, sexual and emotional abuse and physical and emotional 
negligence during childhood. They also had high rates of severe domestic 
violence perpetrated by their partners. Over half of them displayed depression 
and anxiety symptoms and psychopathology. Their families included numerous 
individuals, living in poor housing, often in one room only. The data showed an 
alarming prevalence of psychopathology in most of the children and 
dysfunctional family functioning. 
The overall score of perception of quality of life was lower than that found 
in studies conducted with the general population of Brazil 20 and with mothers of 
children with pervasive developmental disorders or serious illnesses such as 
thalassemia 21,22. These mothers from the current study were also exposed to a 
high level of stress, even when the sample was divided between positive and 
negative screening for emotional symptoms.  
The physical aspect of quality of life showed the greatest satisfaction 
level. It was the only aspect that surpassed the level of a sample of mothers of 
children with pervasive developmental disorders 22and mothers of children with 
thalassemia 21. However, the same was not observed when compared to a 
study with Brazilian mothers of children with autism 23. It remained lower than in 
patients with severe psychiatric disorders such as the affective psychoses 24and 
caregivers of patients with dementia25. With the intervention, this score became 
closer to that of mothers of healthy children 21,22 and exceeded that of mothers 
of children with mental retardation and cerebral palsy 22. 
Psychological wellbeing before the intervention was lower than that of 
mothers of healthy children and that of mothers of children with serious mental 
and clinical illnesses 21,22,23. Despite the improvement in this aspect after the 
intervention, there was very little change. When considering the mothers with 
positive screening for emotional symptoms, the raw score was equal to that 
presented by psychotic patients with major depression 24. 
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Only the aspect of social relations was not significantly impacted by the 
intervention. No difference was found between the mothers with positive and 
negative screening before the intervention. Mothers with positive screening for 
emotional symptoms had lower scores, even after the intervention, than patients 
with psychotic conditions and comorbidity with major depressive disorder, drug 
dependence and personality disorders 24 and mothers of children with delayed 
psychomotor development 22,23.  
The environmental wellbeing showed the lowest scores (below all 
comparison groups described above), even when considering emotionally 
healthy mothers after the intervention.21,22,23,24,25 
As expected, the perception of quality of life of these women was 
significantly correlated with the presence of psychopathology either in 
themselves 26,27,28 or their children and family dysfunction. 
The presence of psychopathology in the mothers was significantly 
correlated with the presence of a poorer quality of life in the physical, 
psychological and environmental domains. The presence of psychopathology in 
their children worsened their perception of quality of life in the physical and 
psychological aspects. Nonetheless, because there is a strong correlation 
between psychopathology in mothers and children 28,29,30, we cannot 
discriminate the role of each of these factors in this correlation and can only 
state that they significantly worsen the mothers’ quality of life. 
Regarding the number of children, we found a direct association with the 
perceived quality of life in the social relations aspect. This result was not verified 
in a previous study with Brazilian families with only 2 to 3 children, on average 
23. This finding may reflect the fact that the children and adolescents in the 
current sample participate in home care and support, as previously described in 
economically disadvantaged families 3. 
Although the presence of domestic violence and abuse during childhood 
did not correlate with the mothers’ perceived quality of life in the present 
findings, current scientific evidence shows that these factors are important risk 
factors for the presence of psychopathology31. In the present sample, both 
factors are endemic and likely related to the alarming levels of psychopathology 
(half of the sample had anxiety and depressive symptoms). 
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The presence of anxiety and depressive symptoms demonstrated a 
significant correlation with a worse quality of life in the physical, psychological 
and environmental aspects. An improvement in the quality of life was not 
accompanied by a decrease in the symptoms of anxiety and depression, which 
is consistent with previous findings that indicate that these changes do not 
occur simultaneously during the treatment of patients with depression 32,33. In 
addition, during the phases of maintenance and continuation of treatment, 
psychosocial interventions improve the quality of life in a more expressive 
manner than psychopharmacology alone 33. Because the current intervention 
did not focus on the use of psychotropic drugs, but consisted of a more 
psychosocial approach, such a mismatch was expected.  
Of note, mothers’ perception of quality of life in the present data was 
worse than that of mothers with children suffering from serious medical 
problems such as pervasive developmental disorders and thalassemia.  
Yet, despite the improvement in indices of the perceived quality of life, 
the mothers remained poor in the psychological and environmental domains, 
this suggests that in the face of existing psychological damage and poor 
environmental conditions, amore persistent intervention is needed to promote a 
significant improvement in these aspects. 
The current study has limitations. The sample is one of convenience (i.e., 
families who entered an assistance program conducted by a nongovernmental 
organization). Thus, the data cannot be extrapolated to the population as a 
whole. Of the universe of families that were invited to participate in the 
“ProjetoVirada”, we only evaluate those who accepted, thus creating a selection 
bias. However, the geographical conditions and the urban area where these 
families live greatly complicate their assessment, and we could conduct this 
research only with the help of the Rukha Institute’s work in the community. 
Another issue in respect to the data refers to the recall bias in relation to the 
abuses during the mothers’ childhood. No foresight studies have been 
conducted in this population in Brazil; nonetheless, they are greatly needed. 
 
Conclusion 
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These mothers and their children showed alarming levels of 
psychopathology. Thus, any program aimed at eradicating child labor on the 
streets should consider a medical and psychological intervention that addresses 
the mental disorders that affect both the children and their mothers. Educational 
and therapeutic work with these dysfunctional families is needed, including 
approaches aimed at modifying their tendency to use violence as a means of 
communication. Only through addressing these issues will we see an 
improvement in their quality of life, which may in turn break the cycle of 
violence, as long as improvement in social economic conditions is also 
provided. 
The current post-intervention findings confirm the hypothesis above. The 
family approach led to a significant improvement in the perceived quality of life 
of the mothers who participated in the program.  
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Effect of the intervention in different aspects of quality of life considering mothers with and without emotional symptoms. 
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Tables 
Table 1   
General characteristics of the sample.   
 Average SD 
Age 35.29 5.71 
Schooling (years of study) 5.70 3.44 
Number of children 4.21 1.88 
Total number of residents per household 6.01 2.33 
Family Income (in R$) 380.77 248.86 
 n % 
Color of the skin   
White 17 22.7 
Brown 32 42.7 
Black 26 34.7 
Marital Status   
Single 54 71.1 
Married/cohabitating 17 22.4 
Separated / divorced 1 1.3 
Widower 4 5.3 
Religion   
Catholic 41 53.9 
Spiritist 1 1.3 
Evangelical 30 39.5 
Atheist 1 1.3 
other 3 3.9 
The mother has paid job?   
No 39 49.4 
Yes 40 50.6 
SD = standard deviation 
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Table 2 
History of abuse and neglect, exposure to violence and emotional symptoms. 
  N % 
Emotional Abuse   
No  24 33.3 
Yes  48 66.7 
Physical Abuse   
No  34 47.2 
Yes  38 52.8 
Sexual Abuse   
No  48 70.6 
Yes  20 29.4 
Emotional Neglect   
No  24 33.8 
Yes  47 66.2 
Physical Neglect   
No  18 26.9 
Yes  49 73.1 
Assaults inflicted by a partner (slapping, punching, kicking, beating, 
threatening with a weapon)   
No  61 78.2 
Yes  17 21.8 
Presence of depressive-anxious symptoms   
No  38 48.1 
Yes  41 51.9 
 
  
36	  
	  
Table 3   
Scores measured by the WHOQOL-Bref   
Domains Average SD 
Physical 62.72  17.62 
Psychological 53.41 18.10 
Social 53.77 20.39 
Environment 35.88 12.50 
Overall quality of life 51.83  17.16 
SD = standard deviation 
 
Table 4 
Difference in quality of life among mothers with positive and negative screening for emotional 
problems. 
 SRQ Negative (n=35) SRQ Positive (n=40)  
Aspects Average SD Average SD p-value 
Physical 71.45 13.79 55.09 17.19 0.00004 
Psychological 62.43 18.04 45.52 14.18 0.00000 
Social 58.70 20.88 49.58 19.24 0.06984 
Environment 40.87 12.89 31.52 10.48 0.00279 
Overall qual. of life 56.79 15.26 47.50 17.72 0.00738 
SRQ=self-report questionnaire; sd = Standard deviation 
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VI.CONCLUSÕES 
 
A percepção da qualidade de vida relacionada a situações clínicas tem 
sido exaustivamente estudada na literatura científica. Nossos achados 
confirmam que esta pode estar prejudicada em função da presença de 
psicopatologia e que somente com um saneamento destas condições 
patológicas poderemos melhorar a qualidade de vida destas mães, e assim 
capacitá-las a mudar sua situação evitando a auto-exposição, assim como a 
exposição de seus filhos a violências que perpetuam suas condições sociais e 
de saúde.  
As mães e estas crianças de rua apresentaram níveis alarmantes de 
psicopatologia. Desta forma qualquer programa que vise erradicar o trabalho 
infantil nas ruas deve considerar uma intervenção médica e psicológica dos 
transtornos mentais que acometem tanto estas crianças como suas mães. 
Assim é necessário um trabalho educativo e terapêutico com estas famílias 
disfuncionais, incluindo abordagens que modifiquem a violência como forma de 
comunicação seus membros. Somente tratando estes quadros, e melhorando 
as condições sociais e econômicas, poderemos ter uma melhora na qualidade 
de vida, que por sua vez permitirá uma quebra do ciclo de violência. 
Nossos achados pós-intervenção confirmam esta hipótese, a abordagem 
vincular da família levou a uma melhora significativa da percepção da 
qualidade de vida pelas mães que participaram do programa. 
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